, R Chuffo-Siewert 6 , PA Geller 7 and ML Martin 8 Providing psychosocial support to parents whose infants are hospitalized in the neonatal intensive care unit (NICU) can improve parents' functioning as well as their relationships with their babies. Yet, few NICUs offer staff education that teaches optimal methods of communication with parents in distress. Limited staff education in how to best provide psychosocial support to families is one factor that may render those who work in the NICU at risk for burnout, compassion fatigue and secondary traumatic stress syndrome. Staff who develop burnout may have further reduced ability to provide effective support to parents and babies.
Recommendations for providing NICU staff with education and support are discussed. The goal is to deliver care that exemplifies the belief that providing psychosocial care and support to the family is equal in importance to providing medical care and developmental support to the baby.
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RATIONALE
The manner in which neonatal intensive care unit (NICU) physicians, nurses and other staff interact with parents greatly influences parents' perceptions long after their baby has been discharged from the NICU. 1 Although attempts are made to educate NICU staff, many feel less than fully prepared to respond to parents' distress, meet their psychosocial needs and interact with them in ways that will enhance their coping both during their NICU stay and postdischarge. 2 Moreover, NICU staff are themselves at risk for the adverse physical and emotional consequences of providing care in one of the hospital's most stressful work areas. If staff are not sufficiently made aware of how to manage their own work stress, the consequences can include burnout, compassion fatigue, secondary traumatic stress syndrome and/or post-traumatic stress disorder. Staff may then become emotionally guarded or depleted, and unable to offer supportive care to emotionally vulnerable NICU parents.
Burnout syndrome was defined in 1988 as a 'state of physical, emotional and mental exhaustion caused by long-term involvement in emotionally demanding situations'. 3 Burnout stems primarily from conflict within the work setting, such as unhappiness over work conditions, salary or disagreements with co-workers or supervisors. 4 It is reported that as many as 40% of hospital nurses exhibit symptoms of burnout, 5 and rates of burnout by health-care workers (n = 820) reported in one review of 44 NICUs ranged from 7.5 to 54.4%, with rates being higher in non-physicians. 6 Neonatologists are not immune to burnout, though. One study of 110 neonatologists found that 30% experienced high burnout and another 60 to 65% were in the 'at-risk' range. 7 Among the factors associated with burnout in neonatologists are work experience of o 5 years, believing that living with a physical disability is unworthy and having recurrent death ideation. 7 Factors contributing to stress and burnout among NICU nurses fall into three general categories. First, several aspects of the NICU physical and interpersonal work environment can be challenging. Working in physical surroundings often with inadequate lighting and excessive ambient noise, 8 being overstimulated in the pervasive crisis atmosphere, 9 experiencing interdisciplinary conflicts 7 and facing verbal abuse from distressed families can add to levels of stress. 10 Moreover, staff must manage this work environment for long hours while maintaining vigilance over their patients and promoting a calm environment for families, as well as a professional and caring persona. 11 Workload issues constitute a second general category of stress, including dealing with excessive and unrealistic patient assignments because of inadequate staffing, 10, [12] [13] [14] working mandatory overtime during periods of high census, or, alternatively, being forced to take days off during periods of low census. 15 Providing patients and families with optimal care creates a third general category of factors. Poor communication skills may contribute to nurses' feelings of inadequacy about their ability to provide necessary emotional support to families. 4 Ethical dilemmas may create moral distress, such as when nurses are asked to carry out end-of-life orders to which they have a 'conscientious objection'. 16, 17 Staying current with changing practices and technological advances is also challenging. 11, 13 Nurses who report being burned out experience greater difficulties in their personal lives, 18 a variety of psychological complaints, higher rates of alcohol and drug abuse [19] [20] [21] and compulsive gambling. 22 Stressed nurses are also prone to experiencing a variety of health problems, including sleeplessness, headaches, muscle tension, 13 immune dysfunction and 1 gastrointestinal or cardiovascular disturbances. 23 In addition, seasoned nurses with considerable work experience may have increased susceptibility to the cumulative effect of stressful experiences that can also lead to post-traumatic stress disorder. 10 High rates of burnout among nurses in general are associated with many adverse effects on patient care, including an increase in health-care associated infections, 24 a decrease in recognition and reporting of errors, 25 an increase in patient mortality 14 and a decrease in patient-reported satisfaction. 26 Hospitals whose nurses have high rates of burnout are more likely to experience increased rates of employee tardiness and absenteeism, 19, 20 as well as high rates of nursing turnover. 27 Compassion fatigue has been described as a unique form of burnout; the two conditions have overlapping symptoms, including physical, emotional and work-related symptoms. 9, 28 Although staff suffering from burnout are likely to withdraw from interpersonal interactions with patients and families, those with compassion fatigue are likely to become overinvolved and 'try harder' despite feeling emotionally exhausted. 28 Whether a health-care professional develops burnout and/or compassion fatigue, the result is the same. The provider may not be emotionally available to support the psychological needs of their patients and their patients' family. Reducing staff burnout and compassion fatigue could lead to lower costs in treatment of health-care associated infections and to hiring and training new staff. 29 Other benefits include the potential to improve employee morale, patient and family satisfaction, 4, 12 and ultimately patient survival. 14 The purpose of these recommendations is to define standards for education and support of NICU staff that will enable them to feel sufficiently prepared to provide psychosocial care and support to the family.
RECOMMENDATIONS FOR STAFF EDUCATION
Staff education relating to the psychosocial needs of NICU families and methods of providing support should be provided to all NICU staff. 'All NICU staff' refers to all disciplines that interact with NICU families on any level. Staff education should be provided during orientation and then periodically throughout the course of every year. Education of interdisciplinary groups should promote fruitful discussion and collaborative interaction.
TOPICS FOR STAFF EDUCATION
Normal responses to infant hospitalization NICU staff should be made aware of the emotional impact of the NICU experience on parents and the 'normal'/expected responses to this abnormal and often unexpected life-changing event. Of the multiple emotional, psychosocial and situational stressors parents may experience, those related to their infant's precarious health status are usually paramount. Parents may also experience a variety of unexpected and traumatic emotions related to their pregnancy and birth experiences leading up to NICU admission. Additional psychosocial and interpersonal stressors may include financial hardship, transportation and lodging challenges, and the strains of balancing family, home and work life. 30, 31 These stressors bring forth a variety of emotional responses that parents do not expect but which commonly occur; these may include shock, fear, guilt, anger, lack of control and jealousy of parents with healthier babies. Parents may also resent NICU staff who oftentimes spend more time with their babies than parents are able to. Furthermore, parents' emotions render them less able to concentrate and to make decisions, compounding an already stressful situation. Given this, one important goal of the NICU staff should be to help parents normalize their common emotional responses. 32 Perinatal mood and anxiety disorders in NICU parents The cumulative stresses faced by NICU parents confer higher risk for perinatal mood and anxiety disorders compared with parents of healthy, full-term infants. A comprehensive curriculum about perinatal mood and anxiety disorders experienced by NICU parents should incorporate the following topics: (a) information about depression, [33] [34] [35] [36] [37] [38] anxiety 34, 37 and post-traumatic stress disorder 35, 39, 40 in NICU mothers and fathers, including epidemiology and risk factors, 41 adverse effects of these conditions on parent-infant attachment 42, 43 and the physical, cognitive and emotional development of infants; 32, 44, 45 (b) methods for screening for perinatal mood and anxiety disorders (see 'Recommendations for mental health professionals in the NICU', this issue); and (c) a review of efficacious treatments offered for parents in the NICU. [46] [47] [48] Family-centered developmental care The American Academy of Pediatrics has called upon pediatric staff to embrace families as true collaborators in the care of their children. Parents should function as integral members of the health-care team and their views should be incorporated into care plans. 49, 50 Staff should be educated about methods for improving and expanding implementation of family-centered developmental care in the NICU, as found in 'Recommendations for involving the family in developmental care of the NICU baby', this issue.
Culturally effective care An important component of staff education involves increasing awareness of how to provide care that is culturally effective, 51, 52 as endorsed by the American Academy of Pediatrics. 53 Respect for diversity regarding racial, ethnic, spiritual, educational, geographic and socioeconomic backgrounds, cultural and linguistic traditions, and care preferences comprises one of the general principles of family-centered care. 49, 50 Improving the quality of provider communication may be key in increasing the extent to which minority populations are involved in family-centered care. 54 To achieve cultural sensitivity, staff should be encouraged to undergo an educational process that involves gaining self-awareness, learning to appreciate the differences and value of cultural practices other than one's own and exhibiting behavioral flexibility. 55, 56 Differences in preferences for care and satisfaction with care have been documented among parents of diverse cultural backgrounds in pediatric settings. [57] [58] [59] Developing trust between families and their medical providers is an important element in communication and may vary among racial groups. Tang et al. 60 reported that although African-American parents trusted their individual health-care providers in the NICU to the same degree as white parents, a greater proportion of African-American parents mistrusted the medical profession in general.
Parents who are recent immigrants, speak English as a second language, have low educational levels or have lower incomes are more likely to have low health literacy skills. 61 Parents with any of these attributes are an especially vulnerable population and need information delivered in an understandable way. Methods to enhance parental understanding include providing written materials using terms that are easy to comprehend in their native language, asking parents to teach back what has been taught 62 and providing opportunities to ask questions in an unhurried manner using an interpreter as needed. Information should also be provided within a cultural framework. For example, in some cultures, a family member other than the parents may make all health-care decisions. For this reason, parents should be asked whom they prefer to be involved in making health-care decisions.
To facilitate optimal communication, hospital staff who interact with non-English-speaking families should use trained, nonvolunteer interpreters. Even when interpreters are used, cultural differences can still contribute to difficulties in communication with families. 63, 64 However, interpreters may be able to help the medical team understand the influence of cultural norms. 52 Self-care Education should cover elements of self-care for staff so NICUs can become proactive in preventing and minimizing burnout and compassion fatigue, 16 including: (a) education on management of work stresses, 28 which include communication skills, techniques for boundary setting, ethics and knowledge of family system dynamics; (b) maintenance of work-life balance by giving attention to adequate nutrition, hydration, sleep, exercise and pleasurable activities that promote overall health and well-being 28 and (c) management of life skills, including time management, budgetary management and stress reduction. 13, 28 Competent communication Research has shown that a mother's perception of the support she received from her nurse correlates with her level of depression. 36 Specifically, a one point decrease of a mother's rating on the Nurse Parent Support Tool resulted in a 6% increased risk for depression. Equipping nurses with advanced communication skills is especially important as parents view nurses as a more frequent source of information 65 and support 1 than neonatologists. Multiple studies have shown that NICU parents have identified a need for improved staff-parent communication. 1, [66] [67] [68] Although staff frequently speak with NICU parents, their efforts to communicate about the infant's status do not always lead to parental understanding. De Wit et al. 69 compared mothers' understanding of their NICU infant's illness to clinicians' perceptions. Although most mothers understood at least one aspect of their infant's diagnosis, mothers often believed that their infant was less sick than the clinician did. This discrepancy may have been the result of parents' unrealistically optimistic expectations. Teen-aged parents of NICU babies may not fully grasp the information being communicated to them, often underestimating the critical nature of their infant's illness, in part because they may be reluctant to ask providers to clarify technical language. 70 Each institution should have a communication curriculum that includes a number of topics. First, the curriculum should teach staff how to provide information about the baby's diagnoses and expected course using simple, straightforward language void of medical jargon and presented in a warm, sympathetic manner. 69 Staff can benefit from a number of suggestions as to how families would like to receive 'bad news'. Instruction should include when and how to approach parents, and how providers should pace themselves during these discussions, speaking from an empathetic perspective and staying away from using medical jargon. 52, [71] [72] [73] [74] [75] [76] Second, staff can learn how to interact with parents from the perspective of an expert coach and facilitator, 77 so that parents can become competent in their baby's care. This coaching can be carried out by using a teach-back method. 62 Third, instruction should include segments covering how to provide psychosocial support to families in crisis, which starts by engaging in active listening to a family's concerns and fears. 10, 72 This may require skills in conflict resolution 10 or the provision of support to parents during palliative and bereavement care. 78, 79 Finally, the program should ensure that the health-care team knows how to involve families in making care decisions, 80 including decisions about whether or not to resuscitate extremely immature neonates. 81 
MODELS OF COMMUNICATION TRAINING
A variety of models for communication training of both NICU physicians 73, [82] [83] [84] [85] [86] [87] [88] and nurses 89 exist. Each NICU should tailor their efforts to the size, composition and needs of their staff, balanced with the resources available to the hospital. Within these models, personalizing information for specific patients is likely to provide the greatest benefit. 74 Most curricula combine practical and theoretical aspects to achieve these goals. 90 Providing increased and more sensitive communication Janvier et al. 76 suggested that parental dissatisfaction in the NICU was usually the result of inadequate communication leading to the family's perception that their needs were not met, rather than inadequate medical care. This report noted that parents would like health-care professionals to introduce themselves, call their baby by name and not diagnosis, speak in lay person's language (i.e., not use medical jargon), speak with one voice, know their baby, acknowledge their parental role and not label them as a difficult parent.
Audiotaping family conferences is a strategy that can help highlight and reiterate key issues for parents, who may have trouble processing information given to them during NICU admission. Koh and Jarvis 91 found that the taped conversations between parents and neonatologists helped parents recall specifics of their infant's condition and how to support their infant. Penticuff et al. 92 familiarized parents with an Infant Progress Chart and used parent-provider care planning conferences to improve collaboration in the NICU. This approach increased parents' understanding of their baby's care, especially among young, low income, minority mothers. Johnston et al. 93 reported improved parents' satisfaction as a result of: (a) familiarizing a family with the NICU environment, its care philosophies and team members, (b) establishing contact between the family and members of the NICU team before the birth of the infant and (c) creating opportunities to dialog about an infant's condition and the family's concerns.
To increase communication between the principal medical provider (PMP) in the NICU and parents, Weiss et al. 94 focused on maximizing providers' engagement, availability, understanding, reciprocity and empathy. This process was accomplished by providing a short education module for PMPs; giving the parents a contact card with the PMP's name, job description and contact information; and displaying a large poster of the faces, names and titles of the PMPs at the parents' entrance to the NICU. A careful introduction of the program and the PMP, along with maintenance of weekly contacts and use of interpreter services, were deemed essential to the success of the program.
Many parents desire to attend family-centered medical rounds. 68 Voos et al. 95 reported that these rounds increased parental satisfaction with their baby's health-care providers compared with attending traditional rounds. Parents can also be involved in nursing change-of-shift report to further enhance bidirectional communication. 50 Simulation training and interactive workshops Simulation training (especially using 'standardized patients' or 'role-playing') is an effective method of staff education. 84, 86, 96 Simulation provides a 'safe' environment in which participants can receive non-judgmental, supportive feedback from colleagues, enhance existing skills and develop new skills. 97 The use of standardized patients has been an useful tool given the realistic, interactive nature of this technique. 96 Scripts can be written to simulate emergencies, routine patient care or communication interactions that require specific techniques, such as delivering 'bad news'. After the simulation, participants can review videotapes of their interactions and perform a self-assessment.
Observers can also give feedback. Although most educators have moved toward simulation training, less expensive alternatives such as role-playing may be equally effective. 98 A training format of longer duration is the Program to Enhance Relational and Communication Skills-Neonatal Intensive Care Unit (PERCS-NICU). 87 This program consists of 10 to 15 workshops for interdisciplinary health-care providers. Facilitators included a neonatologist, a psychosocial professional and a family faculty member. The PERCS-NICU program was shown to improve communication and relational skills, increase confidence and reduce anxiety for NICU providers. 87 The Neonatal Critical Care Communication 84 was developed to teach advanced communication skills to NICU fellows and neonatal nurse practitioners. This evidence-based training involved didactic sessions, small-group role-playing with actors and reflective exercises during a 3-day retreat away from the hospital. The program increased clinicians' self-perceived competence to face common communication challenges; however, no objective measures of improvement were used.
Listening visits Listening visits (LVs), a nurse-delivered treatment for maternal depression, is a specific model of communication that can be provided within the NICU as an extension of family-centered care. 99, 100 The LV intervention is based on the idea that providing a woman with the opportunity to express her feelings with consistent social support reduces depressive symptoms. Each LV session lasts~1 h and combines active listening with problem solving. A preliminary open trial has shown promising results for the effectiveness of LV within the NICU. Most NICU mothers who were eligible to receive LV from an NICU nurse opted to receive this intervention; LV recipients had significant improvements in mood. 99 These results suggest that LV delivered at the infantpoint-of-care by an NICU nurse are both an acceptable and effective treatment option to at-risk mothers who are not likely to access other forms of mental health care. The training for nurses to engage in the LV intervention with NICU mothers is easily taught.
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IMPLEMENTING STAFF EDUCATION: POTENTIAL BARRIERS AND FUTURE DIRECTION
Numerous barriers to the implementation of staff education programs may be encountered. Creating time for staff to attend educational programs is challenging, given long shifts, busy patient assignments and staff fatigue. Cost may also be a factor, both in creating and delivering educational programs, as well as in compensating staff for their time. Professionals who hold the narrow view that their caregiving responsibilities extend primarily to provision of medical care may not feel comfortable expanding their role to providing psychosocial care. These staff may not perceive the parents of babies they care for as their 'patients'. Staff who feel overwhelmed by the acuity of the babies in their care may also feel that their responsibilities for medical care inhibit their ability to provide psychosocial support.
To overcome the barriers, the interdisciplinary leadership team must endorse the importance of staff education and be committed to its development. The NICU culture must realize the importance of psychoeducation concurrent with medical education. Staff education should be offered on both day and night shifts, and continuing education credits should be awarded to attendees. Ongoing education of staff should be fully integrated into a variety of other platforms including case conferences, case debriefings, morbidity and mortality conferences, 72 ethics rounds, daily family-centered medical rounds, and so on. Administrators must consider the many benefits of providing staff education in communication skills; some of these include increased parent satisfaction, improvement in families' functioning and less staff burnout/staff turnover.
Further research to develop improved strategies to enhance competence in communication skills, as well as to measure the effectiveness of the various communication skills training programs, is warranted. 82, 97, 102, 103 RECOMMENDATIONS FOR STAFF SUPPORT Psychologists, social workers and other mental health professionals Mental health professional (MHPs) who work in NICUs should provide support to staff as well as to families. [104] [105] [106] Support may be accomplished through acting as a liaison between staff and families, and/or through discussions of family dynamics and family/staff interactions at a variety of settings. 52 MHPs can also help staff become aware of signs of compassion fatigue, burnout, moral distress and other more concerning problems staff might experience related to the trauma of providing intensive care. MHPs can provide NICU staff with guidance and referral to on-site and community-based resources to address their mental health needs.
Pastoral care staff NICUs should have a dedicated pastoral care person integrated within the care team. 107 In addition to providing spiritual support to the families of patients, pastoral care staff should be available to support NICU staff in becoming more aware of their own values, 108 particularly how their religious background and spiritual perspective may affect their interactions with patients. Pastoral care staff can participate in ethical consultations and decisionmaking, and help to address moral distress. 109 Nurses Nurses should support each other through mentoring relationships, 28, 110, 111 team building activities 10 and nursing recognition activities. 3 Individual nurses and administrative leaders share the responsibility in preventing nurse burnout 13 and compassion fatigue. Many of the factors associated with these conditions can be changed through a hospital's commitment to reduce them.
Hospital or NICU-specific ethics committee and palliative care teams An ethics committee should be available to help staff minimize the occurrence of moral distress, burnout and compassion fatigue. 112 The ethics committee can give guidance to help staff and families negotiate end-of-life decision-making and determine guidelines for infant viability.
113,114 NICU staff should receive both initial and ongoing training and education in ethics, particularly related to engaging in shared decision-making with parents around withholding of life-sustaining treatment, 81 withdrawal of life-sustaining treatment, end-of-life care 115 and palliative care. 116 Lack of formal training in palliative care may render NICU staff reluctant to become involved. Although NICU staff may feel confident in their palliative care delivery even without formal training, staff (and families) benefit from the guidance and support of palliative care teams in their discussions and interactions with families.
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METHODS OF STAFF SUPPORT
Debriefing sessions A debriefing session is an interdisciplinary meeting that can facilitate processing of emotions and provide support for NICU staff, especially when it is held shortly after a difficult case, including those that are ethically and morally challenging, or the death of a patient. 4, 52 Sessions review the case and focus on the aspects of both medical and psychosocial care that could have been improved. Some staff members may prefer one-on-one debriefing from an NICU MHP staff, rather than meeting as a group. Because debriefing sessions can elicit strong and sometimes opposing emotions and views, it is important to have a qualified professional leading the discussion. 117 There are potential barriers to conducting debriefing sessions. Staff who want to attend may not be working when the sessions are held, or attendance may be limited by work assignments. Some may not choose to attend the session without encouragement, and some who do attend may not want to talk about tough issues. To remove access barriers and facilitate staff attendance, nurse managers should try to arrange patient assignment coverage and/or compensate staff who want to attend debriefing sessions. 117 Nursing and medical leadership should support debriefing sessions to ensure that everyone has time to process their activities and feelings. Leadership may need to personally invite staff to attend to make sure that all are supported.
Encouraging participation in bereavement interventions
Offering staff the opportunity to participate in bereavement interventions during and after provision of end-of-life care, such as conducting remembrance ceremonies and giving time to attend funerals, 4 can help them process the grief experienced when a patient dies.
Optimizing the physical environment Ensuring an optimal physical environment, including one that conforms to standards for noise and lighting, 118 and one in which communication and safety concerns of nursing staff are adequately addressed, will facilitate staff satisfaction. Although redesign of NICUs with some or all single family rooms has been driven largely by the desire to support optimal infant development, this transition has also been associated with reported decreases in job stress and anxiety among nurses. [119] [120] [121] [122] Factors contributing to decreased stress include decreased noise levels, 122, 123 reduced crowding 122 and a perception of the work environment as being more private, less distracting, less hectic and less fatiguing. 119 In addition, nurses working in single family room NICUs are less likely to experience burnout and more likely to rank quality of care higher. 124 These attributes of single family room NICUs may make it easier for hospitals to recruit and retain their workforces. 125 There are, however, potential drawbacks to the single family rooms. Staff 119, 126 and families 127 may feel isolated, and staffing and nurse-to-nurse communication can become more challenging. 123 Importantly, Pineda et al. 128 found that infants cared for in single family rooms had lower language scores and a trend toward lower motor scores at age 2 years, suggesting a potential adverse impact of more limited sensory stimulation. Further research is needed to determine the optimal type of NICU design that will best meet the needs of staff, families and babies.
Ensuring support from nursing, medical and hospital administration Focusing on staff training alone is insufficient, as it neglects employment practices and issues of management style that contribute to burnout. 129 Making sure that channels of communication between nursing staff and their supervisors are clear will provide nurses with an outlet to access support. Nursing administrators can also provide support to nurses through attention to best practices in staffing, including ensuring adequate staff 10, 130 and provision of breaks, as well as days off and orientation and mentoring of new nurses. 28, 110 Nurses may also derive support from the institution of 'no-tolerance' policies for families who become verbally or physically threatening. 10 Medical administrators should be cognizant of work force issues that impact physician burnout and should ensure adequate staffing of the NICU's medical team. Allowing physicians to exercise control over their hours and schedule is an important predictor of lower rates of physician burnout. 131 The importance of physicians collaborating with other members of the NICU team should be emphasized and promoted. 129 Hospitals should provide support for staff who develop posttraumatic stress disorder or other psychological distress as needed, 10 either through personal therapy, support groups, onsite counseling via employee assistance programs, pastoral care 28 or other professional resources within the hospital. 4 Employee wellness programs may also provide additional support through nutrition, art therapy, massage, group exercise and/or stress reduction classes. 132 SUMMARY NICU staff work in a stressful environment and must balance caring for fragile, high-risk babies with providing psychosocial support to the babies' families. Educating all staff and providing them with tools to better understand parents' needs, to provide culturally effective family-centered care and to enhance their communication skills can both decrease parents' risks to experience perinatal mood and anxiety disorders and increase parents' satisfaction with their NICU experience. Educating staff about self-care and also providing them with support in a variety of ways can help to minimize the occurrence of burnout, compassion fatigue and secondary traumatic stress disorder. When staff are better prepared to handle the challenges of supporting NICU families in distress, then staff, babies and families benefit.
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